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Abstract
Background: The Ethiopian health system has been undergoing through reforms. One of the reforms stipulated in
policy documents is the introduction of health insurance at national level. Having the majority of the population
without any experience of health insurance, investigating preferences and knowledge of the essence of health
insurance among potential enrolees will provide vital information for policy makers. This formative study seeks to
explore the knowledge and the preference for health insurance among formal sector employees in Addis Ababa.
Methods: Six focus group discussions with formal sector employees and five key informant interviews were
conducted in Addis Ababa. A thematic analysis is used to analyse the results.
Results: The findings suggest that there is little knowledge about the concept and elements of health insurance.
Some concepts such as, risk pooling and sharing are not well understood. The participants of the study considered
health insurance as only a prepayment mechanism without risk sharing among members of the scheme. Regarding
preference for health insurance, they have revealed quality of care as the most important factor.
Comprehensiveness of benefit packages and the amount of premium level are also found to be concerns related to
health insurance. However, a trade-off is also observed among premium level, comprehensive benefit packages,
and healthcare facilities.
Conclusions: Improvements on availability and quality of services need to precede the introduction of social health
insurance. There is also a need to work on awareness creation regarding concepts of health insurance. Further
studies may explore if the knowledge gap is real or appeared due to reservations of the participants on the
introduction of health insurance.
Background
In the context of low income countries, low understand-
ing and knowledge of the notion of health insurance had
been contributing to low level of enrolment to voluntary
health insurance schemes. During sensitization and
awareness creation for health insurance interventions,
the focus is usually on the amount of premium that po-
tential enrolees are expected to pay. Less focus on
explaining concepts such as solidarity, risk pooling,
moral hazard, and adverse selection is a limitation [1, 2].
Apart from misunderstanding health insurance con-
cepts, scepticism and distrust of new health insurance
schemes is also a reason for declining the initiatives.
Sentiments as a result of bad experience with other soli-
darity arrangements affect the attitude towards health
insurance initiatives. In addition, lack of confidence in
institutional capacity, the ability of management to fol-
low through, perception, attitude [2–4] and cultural re-
sistance related to earmarking resources for health care
influence the demand for health insurance [5]. Though
individual attitude and valuation of health insurance is
fundamental to participation in voluntary health insur-
ance, it also has important implications to compulsory
health insurance schemes [1].
Irrespective of their health status, people prefer high
quality services. Perceived quality of health care services
is explained by different aspects of providers [6]. As
users of services, consumers are the ones who assumed
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to know the qualities. They also seek low cost services
since they do not want to make expensive payments. As
a result, consumers’ health plan choice is recognized as
a key indicator of high quality and low cost services [7].
Dissatisfaction with quality of care and competence of
health care personnel are among the factors which influ-
ence the preference for health insurance [8].
Other factors which determine the preference for
health insurance include benefit package, enrolment,
copayments, and other features of the scheme [2, 9].
The pattern of preference is also influenced by socio
demographic factors such as gender, wealth status/in-
come, health risk, and age [10–14].
The World Health Report 2000 states that health sys-
tems should be responsive to people’s expectations [15].
However, the poor population segments in low income
countries can only buy severely rationed health insur-
ance packages. Consequently, they are exposed to high
potential distress due to the limited access to health care
since they are not involved in the allocation decisions of
health care interventions [16, 17].
This study used qualitative investigation of the know-
ledge and preferences of formal sector employees for so-
cial health insurance (SHI). The study aims to generate
an understanding of potential enrolees’ knowledge and




The Ethiopian health system is financed from multiple
sources. Out of pocket payments, general taxation, and
donation are the main mechanisms of financing. The sys-
tem is highly dependent on out of pocket payment and
thus suffers from under-financing. Health insurance and
prepayment mechanisms have been almost non-existent
[18]. This has resulted in equity problems since there are
no effective fee-waiver and exemption systems [19].
The National Health Accounts (NHA) [20–24] show a
general increase in health care expenditure both in nom-
inal and real terms. Per capita health expenditure grew
from US$7.1 in 2004/05 to US$20.8 in 2010/11. Most of
the increase in health expenditure came from house-
holds and donors. Donors, households, and government
respectively contributed 49.9, 33.7, 15.6 % of health
spending in 2010/11.
In order to alleviate the health care financing chal-
lenges, the Federal Ministry of Health developed a health
care financing strategy in 1998 [25]. One of the strat-
egies stipulated was the initiation of various types of
health insurance schemes. Following this the health in-
surance strategy was developed in 2008 to introduce
health insurance at national level. As specified in the
policy documents, all formal sector employees will be
covered by compulsory social health insurance. The
scheme will be first introduced among civil servants and
an incremental approach will be used to expand the
coverage for all formal sector employees. Moreover, in-
formal sector employees will be covered by community
based health insurance which will be scaled up following
a pilot study. To that effect, many activities and studies
were conducted to supply information on different di-
mensions of health insurance.
This study is part of a wider study which assessed the
demand for health insurance among formal sector em-
ployees. This is a formative study which sought to ex-
plore the knowledge and preferences of potential
enrolees of SHI. Low understanding of health insurance
schemes due to lack of experience or other attitude or
culture related factors prevail in countries such as
Uganda and West Africa [2–4]. The Ethiopian health
system is undergoing reforms on which is the introduc-
tion of social health insurance at national level [26].
Having no such scheme before, there is a need to inves-
tigate the knowledge of and preferences for health insur-
ance schemes among potential enrolees. This study is
led by the question “what knowledge does the formal
sector employees have regarding health insurance and
what design characteristics do they prefer?”
Participant selection
A purposive sampling strategy is used to selected partici-
pants with and without health insurance. Similarly, respon-
dents for the KIIs are purposively selected considering
their experience working in health care financing reforms
or insurance. Three FGDs were conducted with civil ser-
vants who did not have experience of any type of health in-
surance and the remaining three were conducted with
employees’ of public enterprises who benefit from employ-
ment based health insurance (EBHI).
In order to select participants for FGDs, first the orga-
nizations were identified. Ten (five public enterprises
and five civil service) organizations were selected. Since
the target populations for this study are formal sector
employees, they were contacted at their workplace dur-
ing working days. Considering that the FGDs were to be
made at working hours, the mangers of 3 organizations
declined the request. They suggested the FGDs to be
conducted off working hours. However, it was not pos-
sible to bring together workers for the FGDs off working
hours since they will be leaving. Therefore, the organiza-
tions which refused the FGDs were replaced by others
which allowed the FGDs during working hours. The pro-
posed number of discussants for the focus groups was
6–8 [27]. They were selected with the help of a focal
person assigned by the managers of the organizations.
Depending on the size of the organization the number
of participants from each department differed. In big
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organizations departments were first selected. Then, will-
ing participants (1–2) from each department were se-
lected. The focal person made announcement in selected
departments and asked for individuals who were willing to
participate in the FGDs. In one organization, the mangers
did not allow two workers in specific department to par-
ticipate in the FGDs indicating that they were expected to
complete a given task. In another case, none of the em-
ployees willing to participants from one of the selected
department and needed to be replaced by another depart-
ment. The main reason for refusal by employees was avail-
ability of tasks due. The key informants were selected
from the insurance corporation and the Ministry of
Health who worked on health care financing reform.
Data collection and analysis
The knowledge and preferences regarding SHI among for-
mal sector employees was explored through 6 focus group
discussions (FGDs) and 5 key informant interviews (KII).
The FGDs are conducted in the rooms provided by the
managers at the work place of the participants. The inter-
views were also conducted at the offices of the key infor-
mants. Before the FGDs and interviews started, the
researchers introduced themselves and explained the pur-
pose of the study. They asked the willingness of the partic-
ipants and key informants and ensured them that they can
stop the interview or leave the discussions at any time.
FGDs and KIIs were conducted after verbal informed con-
sent was obtained from all participants.
The interviews and discussions were started with the
introduction of the participants. The participants intro-
duced their names, work experience and positions, and
health insurance status. The authors met all participants
of the FGDs for the first time. Both the FGDs and KII
were conducted using guiding questions specifically pre-
pared for the discussions and interviews. The guiding
questions structured the information that was collected
though thematic areas were explored freely as they arose.
Guiding questions were prepared by the first author and
revised by co-authors. The interviews and discussions fo-
cused on the following issues: concept of health insurance,
solidarity, risk-pooling, and co-payments; benefit pack-
ages; health care providers’ choice; and premium levels.
The FGDs and KIIs were conducted by the correspond-
ing author with an assistant. All FGDs and four of the five
KIIs were tape recorded. The FGDs and the key informant
interviews were conducted between January and February
2012. The FGDs lasted between 1:30 – 2:00 h while the key
informant interviews took 0:30 – 1:00 h. The interviews
and the FGDs were conducted in local language. They were
transcribed verbatim and translated to English. Manual the-
matic analysis [28] was used to analyse the findings.
Ethical clearance for this study was given by the Insti-
tutional Review Board (IRB), College of Health Sciences,
Addis Ababa University and a research ethics committee
of Centre for Global Health, Trinity College Dublin.
Results
The focus group discussions included a total of 43 par-
ticipants, out of which 27 (63 %) were male. Three of
the FGDs consisted of 8 participants, two of which com-
prised 6 participants and one had 7 participants. The
participants of the FGDs were mainly mid-level to low
level workers. The work experience of the participants
ranged from 1.5–15 years. All of the key informants
were male who were involved in health insurance and
health financing reforms. Their work experience raged
between 7 and 15 years.
Knowledge of health insurance
The knowledge regarding health insurance was explored
in three areas: knowledge of the essence of health insur-
ance, knowledge about the available health insurance,
and knowledge on health insurance proclamations.
The key informants revealed that there is medical insur-
ance which is provided by a handful of commercial insur-
ance companies. However, most participants of the FGDs
were not aware of the availability of such scheme apart
from people who are insured by their employer. None of
those uninsured purchased insurance policies for them-
selves. The clients of medical insurance in the country are
mainly organizations who purchase medical insurance on
behalf of their employees. Some civil servants are aware
that there is a privilege of employment based health insur-
ance for those employed in public enterprises.
The overall discussion about health insurance showed
that there is some understanding of what health insur-
ance is. However, there is very limited knowledge about
some concepts of health insurance such as risk pooling
and cost sharing even among those who are currently
insured. Most of the participants from civil service orga-
nizations were found to be against cost sharing. They
believed that it is the responsibility of the government to
provide health insurance. The justifications used were
the type of EBHI whereby private employers cover the
total health expenditure without contributions by the
beneficiaries and with no co-payments in most cases.
Similarly, participants from the public enterprises were
not happy about the cost sharing and the cap.
“Government should provide us full health insurance
because we do not have the ability to pay. I know private
employers provide health insurance for their employees.
Why not the government provides full insurance for its
employees?”(female respondent, uninsured)
Among the concepts of health insurance, risk pooling
is not well understood. Some of the participants revealed
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that they would like to be paid back the sum of the con-
tributions they have made at the end of a year if they did
not fall sick within that year.
“Health insurance is good, I will be sure that I have
money when I get sick. So I am safe. But what if I
didn’t get sick within a year? I do not want to keep
paying for health insurance scheme if I do not get sick
and I need to be paid back the sum of money I put
away at the end of the year if I did not fall sick”
(male respondent, insured)
Most of the participants heard about the new social
health insurance proclamation but only few had further
information. The majority of the participants were happy
about it and appreciated the effort. Others question
whether the objective of health insurance is to address
financial inaccessibility to health care or to be another
source of revenue for the government.
Key informants were asked to share their knowledge
on the low development of health insurance in Ethiopia
and why some employees used to be insured while
others were not. They revealed that health benefits were
not available for civil servants in part because they were
not aware of these benefits. However, still there were
challenges of infrastructure to provide services even if
there was wish to provide them. Otherwise, proclam-
ation 515/2007 entitles civil servants to get access to
health care with a prepayment mechanism.
“It (proclamation number 515/2007 on health benefits)
was not operational because the civil servants do not
know that they have this right and they didn’t ask for.
Even if the civil servants demanded the service, the
facilities were not in a position to provide that service.
There was only proclamation but it was not clear how
the services should be provided. For instance which
services should be provided? Are drugs included? Or is
it only for consultation? So, nobody saw this being
practiced; may be some civil servants had benefited.
There was also no work from the government side to
let the civil servants know that they have this
benefit…” (key informant from MOH)
As stated by the key informants, the reason for the
new reform was under-financing of the health system as
shown by the NHA of 1995/96 [20]. Thus, there was
need for resource mobilization and sharing of healthcare
costs. In addition, there was need for new proclamation
since the previous one did not work.
With regard to medical insurance provided by com-
mercial insurance companies, the clients are mainly or-
ganizations that purchase the scheme on behalf of their
employees. Only very few people purchase this medical
insurance personally. These people are usually found to
be well educated and in a relatively high social class. On
the other hand, the insurance companies are reluctant to
promote and expand the provision of medical insurance
since it is not profitable. The premiums are high and are
not affordable to the general public. Moreover, there are
many restrictions in terms of benefit packages, payment
cap, and co-payments. Claim management of medical in-
surance was said to be the most important factor for the
companies that make the provision of medical insurance
expensive.
“…we are profit making company and in case of
medical insurance there are many claims compared to
other types of insurance… there are lots of claims for
medical insurance per year…” (key informant from
insurance corporation)
The key informants indicated that there is still a view
that Ethiopia is not yet ready for health insurance con-
sidering the capacity of the health system coupled with
ever increasing population pressure. However, there will
still be a need to start health insurance somewhere and
use incremental approach to expand coverage by learn-
ing from practices.
Preference for health insurance
Once the knowledge of the participants regarding health
insurance was explored and awareness was created, dis-
cussions were made regarding the factors that are im-
portant in their preference of health insurance. The
main health insurance design elements raised to be most
important are monthly contribution rate, benefit pack-
ages, quality of services, health care providers, enrol-
ment, co-payment, and payment mechanism.
Premium
In spite of the appreciation of the initiation of social
health insurance (SHI), the majority of participants for
the FGDs both from public enterprises and civil service
organizations were not happy about making contribu-
tions for the scheme. But further discussion regarding
health care resources provided awareness and consensus
that there should be contribution by beneficiaries.
Nevertheless, the civil servants remained concerned and
reluctant. They stressed that it would be very difficult
for them to make contribution for different but interre-
lated reasons including low salary scale, very high and
ever increasing cost of living, and burden of other con-
tributions made from their salary. Thus, they proposed a
pay rise if they have make contributions.
“… We currently make many expenses in the form of
contribution… and now we are required to contribute
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for health insurance … in the short run we may fail to
meet our basic needs… we may even fail to adequately
feed our family. This indirectly leads to health
problems, and lack of capacity to resist illness… The
idea of health insurance is good but they need to
consider civil servants’ ability to pay among different
contributions and expenses with our low salary…”
(male respondent, uninsured)
Considering their views about premium, discussions
were made on payment modalities of out of pocket and
prepayment to further explore their demand for health
insurance. Most of the participants revealed that they
prefer health insurance on certain conditions such as
freedom in provider choice, availability of high quality
service, provision of comprehensive benefit packages,
and removal of other access barriers. They stressed that
in present condition paying the premium will just be
additional cost and that addressing only financial barrier
will not solve the problem of inaccessibility.
“…even if the premium is deducted from your salary,
you still go to other providers and pay out of pocket.
So I prefer to pay out of pocket… to pay myself when I
need care… I can go to the provider of my choice… so
unless the services are first made accessible, it is better
to leave the insurance and we pay out of pocket.”
(female respondent, uninsured)
Key informants also share this idea, and they have indi-
cated that quality and availability of healthcare services is
the very important issue that needs to be addressed. They
indicated that there are different reforms in addition to
the health care financing reform that is undergoing in the
health sector to deal with the other accessibility problems.
They also indicated that the implementation of SHI is de-
layed since preparatory activities had been underway to
address other health system problems.
The key informants revealed that the proposed pre-
mium for social health insurance is 3 % of gross salary
to be contributed by both employees and employers.
Considering the current cost of service provision, the
key informants considered the proposed contributions
to be small and they indicated that there may not be suf-
ficient resources mobilized to provide all the services the
target population need.
On the contrary, the participants from civil service
organization claim that the proposed contribution rate
to be rather high:
“The proposed amount of premium for the social
health insurance is 3 %. When I see this with our
utilization of health care, it is a lot. We don’t have the
culture of going to health care providers unless we
have serious problem. So we will only be incurring
additional cost from paying the premium. So I suppose
it should be between 1–1.5 %. Then, adjustments can
be made through time as the utilization level increase,
quality of services increase, and cost of service
provision increase, 3 % is the maximum in the current
situation with poor quality of health care providers,
and inadequate resource.” (male respondent,
uninsured)
However, participants tended to offer higher premium
levels for comprehensive benefit packages:
“… the contribution rate should depend on the types of
services covered. If there is comprehensive coverage
especially for types of services which are very expensive
and life threatening, 3 % is fine. Otherwise, if the
coverage is only limited for some services, it shouldn’t
be more than 1 %.” (female respondent, uninsured)
Participants from public enterprises offered higher
contribution rates. They offered a minimum of 3 % of
their monthly salary for type of benefit package with ex-
clusion of some chronic diseases and dental care while
the civil servants offered 0.5 % for a comparable type of
benefit packages.
The participants also suggested a progressive type of
contribution to address the issues of social welfare in
making contribution like wealth redistribution.
Benefit packages
There is very limited knowledge about benefit packages
even among those with employment based insurance. As
would be expected, participants opted for comprehen-
sive benefit packages and they did not understand why
there is a need for exclusion of health care services from
the benefit packages. It appeared for them as if it meant
that the health of some people is more important than
that of the others. Some claim that they are not in a pos-
ition to offer or discuss about benefit packages and it
should be determined by healthcare professionals. They
argued that unless health insurance provides compre-
hensive coverage, they will not be protected because
they do not know what health problem they will face.
“…an illness is illness as it affects and prohibits the
normal way of life why do we prioritize?” (female
respondent, uninsured)
After long discussions about availability of health care
resources and the capacity of the health system, some of
the participants indicated that there would be a need to
identify and prioritize health care services. Most of the
participants opted for full coverage of inpatient care and
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drug. Drugs are listed as the most important and expen-
sive element of health care expenditure.
“… especially drugs are expensive even if you afford to
pay for the services, you may fail to buy drugs” (female
respondent, uninsured)
Some of the participants presented their arguments
about benefit packages in two categories; at country level
and individual level. Considering the disease burden of
the country, communicable diseases were stated to be
given emphasis. Communicable diseases were said to
lead to economic, political and social crisis in a short
period of time. Nevertheless, others mentioned the
changes in disease pattern indicating that a large num-
ber of people were being exposed to non-communicable
diseases. Consequently, these problems were said to be
associated with more expenses and need consideration.
Likewise, outpatient services with high occurrence and
low cost were also said to lead to financial ruin of the
users for services and be covered with co-payments.
Emergencies were raised to be covered without any con-
dition. In some cases, individual preferences were differ-
ent from propositions at national level especially among
people with specific personal health condition. Obvi-
ously, they opted for coverage of their conditions.
“…it is the question of priority… in most poor countries
like Africa, the main health problems are communicable
such as TB, water-borne diseases, diseases related to
poverty, and diseases related to personal hygiene. So
there should be effective coverage for these types of
problems…” (male respondent, insured)
“However, chronic diseases also need to be considered
since they lead to substantial expenditure…” (female
respondent, uninsured)
In the identification of benefit packages the capacity of
the country in service provision is also raised beside pref-
erences. The participants discussed that unless the coun-
try have the services to provide with adequate number
and specialty of health care personnel, equipment and
other inputs, including the services in the benefit packages
do not help. They emphasized that these issues need to be
considered while defining the benefit packages.
“…the other thing that should be considered is the
ability of the country. How much can the country
provide? … Do we have specialized health care
personnel to provide the services which are proposed in
the benefit packages? This also needs to be answered…
otherwise we just give the right to the people and there
are not services to utilize.” (male respondent, uninsured)
The benefit packages offered by employment based
health insurance of public enterprises were raised for
discussion. Both the beneficiaries and civil servants
question the basis for the exclusion of vision and dental
care which is the case in most schemes. They argue that
the exclusions did not consider the disease burden of
the country.
“…in case of our country, eye illness is common. After
some age, most people get eye diseases maybe because
of the dust or lack of proper hygiene. There is great
chance of acquiring eye disease. I don’t know why
vision care is excluded from our health care benefit. I
think it would have been better if they exclude many
other services and include vision care.” (male
respondent, uninsured)
The proposed exclusions from social health insurance
which includes cosmetic surgery, implantation, trans-
plantation, dialysis, dental care, eye glasses and other
medical aids, transportation cost were also forwarded for
discussion. The participants of the FGDs agreed that
there should be some exclusion because resources are
not adequate.
“the luxurious services such as cosmetic surgery can be
excluded but dialysis and dental care should not
be…”(female respondent, uninsured)
Rather than identifying the benefit packages some par-
ticipants preferred to state the cap that can be paid per
person per year. They were reluctant to discuss priorities
because they do know what kind of health problem they
will face.
“Specifying the benefit packages by services may not be
important because one person may not be affected by
the same health problem every time. So I think it is
better if we can just decide the maximum coverage in
terms of money and then people can utilize any type of
service they need until the money is fully
utilized…”(male respondent, uninsured)
There was also a perception that social health insur-
ance is there to address work related injuries only and
that some of the participants stress full coverage for
work related health problems. They were not sure if they
would be covered for other health problems.
Moreover, participants proposed the opening of pri-
vate clinics by the organizations which have capacity as
an alternative. In doing so, organizations will have better
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capacity to provide services and there may not be need
to have exclusions. Employees will only be referred for
problems beyond the capacity of these private clinics.
But some other participants revealed their frustration if
these private clinics are the only primary service pro-
viders to the employees and may not be accessible dur-
ing emergencies.
Healthcare providers
Participants revealed that health care seeking is compli-
cated due to service providers. They expressed their di-
lemma about providers.
“Seeking treatment is difficult… if you go to public
providers you will not get the services and if you go to
private providers you get the services but it is
expensive…” (female respondent, uninsured)
The most important factor which made participants to
hesitate about health insurance was the perceived low
quality of services especially in public providers. They
questioned if it is manageable to provide good quality
healthcare service with the current status of health system.
“… in this current situation of health facilities, I don’t
need health insurance”(male respondent, uninsured)
“… With the current situation, it cannot work. We
need to improve the system first: the health care
providers, type and quality of the services provided
and many other concerns need to be addressed. The
government may solve the financial barrier but what
about the waiting time? How can it ensure that I am
getting the right service I need? Still, I am not
concerned about the payments I make especially in
public facilities but the quality of the service…”(male
respondent, uninsured)
Most participants rated the services of private facilities
to be of good quality and that they prefer to get services
from those facilities. They questioned whether they can
get services from private providers once they are en-
rolled to the social health insurance.
“…with current situation, it is difficult to get services
from government hospitals…in terms of waiting time,
accessibility, quality… so private facilities provide
quality services”(female respondent, uninsured)
They believed that the private providers are more ac-
cessible and they should be given the mandate to pro-
vide the social health insurance. However, there was also
a view that such mandate should be provided to govern-
ment facilities since they would be accountable and that
the private facilities may abuse the scheme. They also
pointed out that the scheme may go bankrupt if it is left
to private providers since the services are expensive. All
agreed that, primarily capacity should be built for the
public providers in terms of quality improvement. Then,
services could be provided by mix of public and private
providers. Some participants also appreciated the im-
provement in service provision of some public hospitals
in Addis as a result of large scale health sector reform.
However, the services of health centres were said to be
still questionable. They revealed that there were no ad-
equate professionals at health centres which compromise
the services that will be provided to them.
“…private providers may be involved to some extent
but predominantly the services should be provided by
government facilities” (male respondent, uninsured)
“The services should be provided both by private and
public providers. When we prefer private, we consider
quality and waiting time… but now we also need to
consider their expense. We do not need as such luxurious
hospitals but those who provide quality service with
modest payment.” (female respondent, uninsured)
Respondents both from the public enterprises and civil
servants underline that the premium should depend on
the benefit packages and type of provider. But they agree
that it is not the type of provider but the type of service
that should determine the premium level.
Enrolment
The type of enrolment at organizations which currently
provide health benefits was criticized because most of
them give coverage for the staff only and not for their
families. There were also people who experienced the
downgrading of the enrolment.
“I was supposed to get my families enrolled then they
changed the policy and they (my families) are no longer
in the health benefit. So I have to pay myself if my wife
or children are sick”(male respondent, insured)
They considered individual level enrolment as a kind
which ignored the type of strong social attachment of
the population and thus unsatisfactory.
“If they insure only me, doesn’t help me much, I may
not get sick for long. But because I have many
dependents some of them may get sick and I have to
pay” (male respondent, uninsured)
One of the issues that were raised regarding employ-
ment based health insurance was the practice of insuring
Obse et al. BMC Health Services Research  (2015) 15:318 Page 7 of 11
professionals only in some organizations. Normally those
who are not enrolled are the most needy ones; with low
status and salary and thus employment based health insur-
ance increases inequity. They consider this to be unfair.
“We are working in the same organizations but we are
insured and they are not, this is not fair”(male
respondent, insured)
Moreover, delays in the enrolment of some employees
who were entitled to health insurance was also raised as
one of the factors leading in to dissatisfaction. As a re-
sult, they are denied reimbursements and were paying
for healthcare out of pocket.
“I do not want to go into the details… we are entitled
to the benefits but every time we ask for enrolment
they give us different reasons not to enrol us”(male
respondent, uninsured)
Co-payments and payment mechanism
The participants of the FGDs with employment based
health insurance revealed that they have some kind of fi-
nancial protection from health care expenses. However,
they are not comfortable with the procedures of getting
the insurance. Most organizations that provide employ-
ment based health insurance mainly use retrospective re-
imbursements to individuals; that is, employees are
expected to pay the health care expenditure when they
need care; then, they request for reimbursements from
their organizations or the insurance companies.
“…the objective of health insurance is to secure
employees when they get sick. But in our case, first you
have to pay it out of pocket, but you may not have
money in your pocket. It was rather good if we could
get the right to medical care from the providers. For
me, it doesn’t make much difference to recover the
money latter or not. I think the essence of insurance is
lost if you are paying out of pocket at the time you
need care.”(male respondent, insured)
All respondents share this idea and they pointed out
that they are not happy with such arrangement. They
mentioned they need the insurance when they are strained
with the need for medical care and payment for the care.
“When I am sick I have to pay out of pocket and then
I will ask for reimbursements. If I do not have money at
the time I am sick, I still be in trouble though I am
insured. I have to find someone to borrow from. Though I
get the money latter, it does not make much difference
because there is also a cap and they do not reimburse
more than that cap” (female respondent, insured)
Regarding co-payments, most of the participants agree
that there may be need to have co-payments for out-
patient services in order to reduce moral hazard. But
they point out that there should not be co-payments for
inpatient care, emergencies and drugs.
“There should be 100 % coverage for emergency.
Inpatient care is also induced by the physician and
not the person, so there should not be any co-payment”
(male respondent, insured)
Discussion
Evidence related to health insurance is very scanty in
Ethiopian context partly because health insurance was
unavailable for large majority of the population [18].
However, health insurance is now key issue in the health
sector reforms [25]. Therefore, our study contributes in
providing information that can be used by policy
makers. The use of qualitative research method ensured
an in-depth investigation of the knowledge and prefer-
ences of the study participants regarding health insur-
ance. Qualitative studies have been used to explore
consumer preferences on different policy issues [29–31].
This study revealed that there are both demand and
supply side factors which hindered the development of
health insurance in the country. In the past, people were
unaware of the health insurance benefit they were enti-
tled to. Having little experience with health insurance,
they are also found to be unfamiliar with some health in-
surance concepts though they have ideas about what
health insurance is. There is little knowledge about the
medical insurance that had been provided by commer-
cial insurance corporations in the country. Most of the
beneficiaries of these schemes are found to be employees
of public enterprises, NGOs and other international or-
ganizations. The participants knew the new SHI proc-
lamation though there is lack of detailed information.
Dissatisfaction with the current EBHI is observed for a
variety of reasons such as limited benefit packages,
retrospective reimbursement of healthcare expenses,
cap, co-payments, and individual level enrolment. Some
of the employees which are entitled to the services are
not enrolled in some organizations for variety of reasons
and discrimination between professionals and supportive
staff in the same organization is said to be unacceptable.
The potential enrolees support SHI to be initiated to
all formal sector employees in Ethiopia but they are con-
cerned about the quality and availability of services. The
key informants also raised quality as the main concern
in the process of the initiation of the scheme. Though
improvements in quality of services are cited in some of
the government facilities they are still not satisfactory.
Nevertheless, there is a need to initiate the scheme some-
where since out of pocket payments are unacceptable way
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of financing [32] and improvements can be achieved
through time. No country has reached effective scheme at
once [33, 34]. The experience of developed countries also
shows that most of them are still far from achieving all of
the objectives of SHI. But there is a need to clearly define
the design of the scheme in order to ensure equity and
sustainability. Though it is indicated that the people do
not have the culture of going to health care [35] this may
partly be due to payments; once insured that habit may
change. Thus, the likely increase in service utilization fol-
lowing the introduction of SHI also needs to be consid-
ered in the design of the scheme. Otherwise, SHI may
increase the problems of governing the health system ra-
ther than improving healthcare provision [36, 37].
Most of the participants of this study believe that it is
the responsibility of the government to provide health-
care to its citizens. Thus, they should not have to con-
tribute to the schemes. Their view is partly influenced
by the current practice of providing health benefits free
of charge by public enterprises and other organization.
In the case of compulsory contributions, they opted for
an average of 2–3 % of their gross monthly salary. Other
studies also show that people opt for lower premium
levels and co-payments [38]. Still, the premium offered
increased with respect to quality of services and expan-
sion of benefit packages. Participants of FGDs from pub-
lic enterprises suggested higher contribution rates than
the civil servants showing the income effect; that is,
people with more income (salary) are willing to contrib-
ute a higher proportion of salary. Therefore, progressive
contributions may be considered.
There is little understanding regarding benefit pack-
ages. Little knowledge of benefit packages is also ob-
served in West Africa even among those who are
covered by health insurance [8]. The participants for this
study contend that every health problem should be
treated in the same way as any illness prevents normal
way of life. However, along the discussion, participants
became aware of the scarcity of resources and the need
for prioritization though they are not happy about it.
Therefore, there will be a need for sensitization cam-
paign in order to create general awareness regarding ele-
ments of health insurance.
There was also a view that there should be an incre-
mental approach to benefit packages as adopted in other
countries [33]. Consequently, the participants picked in-
patient care, drugs, and emergency as very important
benefit packages. Non-access to these services was indi-
cated to lead in to catastrophic expenditure. This is
comparable with a study in the USA among Maryland
state employees which showed hospitalization coverage
as the most important attribute for health insurance de-
cision [39]. A study in India also revealed that respond-
ent select drugs, inpatient, outpatient, and diagnostic
tests as major benefits since they represent the highest
expense [16, 39].
The participants were also aware that the disease bur-
den of the country and the capacity of the health system
be included in defining benefit packages. Some of the
services are said to be available but they are not actually
there. These are among the most important issues that
need to be addressed while defining benefit packages
[40, 41]. People can also forgo some of their personal
needs to define benefits for everyone. In context of
Ethiopia, emphasis is given to communicable disease at
country level followed by non-communicable conditions.
This shows that people can prioritize health care bene-
fits depending on societal need or constraints. Effective
prioritization of benefit packages under income con-
straints is also found elsewhere [42].
The experience of Germany shows a constant im-
provement in the benefit packages [33]. This is a lesson
for other countries which are on process of initiating so-
cial health insurance. The country may start with limited
benefit packages and use incremental approach as the
pool increases, utilization changes, and economy grows.
The expansion of benefit packages in other countries
was also observed during economic growth [41].
The results of this study also revealed the frustration
shared among the participants in terms of getting the
right service. They may be forced to pay out of pocket
even after being enrolled to SHI if services are not given
by the provider of their choice. Other studies also re-
vealed flexibility in the choice of doctors and choice of
hospitals among the attributes in the decision making
regarding health insurance [38, 39].
An interaction among the elements of the health in-
surance design was observed during the discussions. Re-
spondents offered higher premium levels for increase in
benefit packages and option of private provider or im-
provement in quality of services. The respondents have
shown a preference for wide range of benefit packages.
They opted for partial coverage of all services rather than
full coverage of some expensive services. This is compar-
able with study from India which showed the preference
for wide range of benefit packages at basic levels than a
narrow benefit with higher coverage levels [16].
One of the issues in the current EBHI was retrospect-
ive reimbursements to individuals. If beneficiaries are
still required to pay out of pocket at the point of service,
it may still constitute burden of health care expenditure
especially for those who do not readily have cash. Thus,
there still is barrier to health care utilization. With re-
gard to co-payments, the participants argue that it
should not be applied on inpatient care since it is in-
duced by physician and do not constitute moral hazard.
Clear evidence in moral hazard is required to apply co-
payments since it may reduce needed health care [40].
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Conclusions
Knowledge of concepts of health insurance such as risk
poling and cost sharing is limited. In addition, there is a
gap in awareness of health insurance proclamation, the el-
ements, and progress of the policy. This may partly be due
to reservations of study participants on the current condi-
tion of the health system and may not necessarily mean
genuine lack of knowledge. Moreover, the participants of
the study were not presented with the transcripts for feed-
back and comments and the chance of misinterpretation
is not known. Though, the finding may not be generalized
to the general public, it highlight areas that need to be
considered in order to provide acceptable health insurance
to the population and further research. In any case, there
is need for further sensitization activities. Even though
SHI is supposed to be compulsory, implementation would
be easier if potential enrolees knew well how it works and
what would be the benefits. Moreover, quality and avail-
ability of services are very important factors that should
precede the initiation of the scheme.
Abbreviations
EBHI: Employment based health insurance; FGDs: Focus group discussions;
KIIs: Key informant interviews; NHA: National health accounts; MOH: Ministry
of Health; SHI: Social health insurance.
Competing interests
The authors declare that they have no competing interests.
Authors’ contributions
AO carried out the data collections and drafted the manuscript. DH and CN
did the critical revisions of the manuscript. All authors read and approved
the final manuscript.
Authors’ information
The corresponding author worked as a research assistant at Addis Ababa
University. She had a training and experience in conducting focus group
discussions and key informant interviews. The second and third authors are
also senior researchers and worked as principal investigators for many
research projects which involved both qualitative and quantitative studies.
Acknowledgements
The authors would like to acknowledge Irish Aid for funding the data
collection.
Author details
1School of Public Health, College of Health Sciences, Addis Ababa University,
Addis Ababa, Ethopia. 2Centre for Global Health, Trinity College Dublin, 3-4
Foster Place, Dublin 2, Ireland.
Received: 6 October 2014 Accepted: 5 August 2015
References
1. De-Allegri M, Sanon M, Sauerborn R. “To enrol or not to enrol?”: a
qualitative investigation of demand for health insurance in rural West Africa.
Soc Sci Med. 2006;62:1520–7.
2. Criel B, Waelkens MP. Declining subscriptions to the Maliando Mutual
Health Organization in Guinea-Conakry (West Africa): what is going wrong?
Soc Sci Med. 2003;57:1250–19.
3. Harries KM, Keane MP. A model of health plan choice: inferring preferences
and perceptions from a combination of revealed preference and attitudinal
data. J Econometrics. 1999;89:131–57.
4. Basaza R, Criel B, Van der Stuyft P. Community health insurance in Uganda:
why does enrolment remain low? a view from beneath. Health Policy.
2008;87:172–84.
5. Monheit A, Vistnes J. Health insurance enrollment decisions: preferences for
coverage, worker sorting and insurance take-up. Inquiry.
2008;45(Summer):153–67.
6. Feldman R, Schultz J. Consumer demand for guaranteed renewability in
health insurance. J Consumer Policy. 2004;27:75–97.
7. Cunningham PJ, Denk C, Sinclair M. Do consumers know how their health
plan works? Health Aff. 2001;20:159–66.
8. De Allegri M, Sanon M, Bridges J, Sauerborn R. Understanding consumers’
preferences and decision to enroll in community-based health insurance in
rural West Africa. Health Policy. 2006;76:58–71.
9. Kerssens JJ, Groenewegen PP. Consumer choice of social health insurance
in managed competition. Health Expect. 2003;6:312–22.
10. Sapelli C, Torche A. The mandatory health insurance system in Chile:
explaining the choice between public and private insurance. Int J Health
Care Finance Econ. 2001;1:97–110.
11. Hopkins S, Kidd MP. The determinants of the demand for private health
insurance under Medicare. Appl Econ. 1996;28:1623–32.
12. Chen G, Yan X. Demand for voluntary basic medical insurance in urban
China: panel evidence from the urban residents basic medical insurance
scheme. Health Policy Plan. 2012;27:658–68.
13. Schaber PL, Stum MS. Factors impacting group long-term care insuance
enrollment decisions. J Fam Econ Issues. 2007;28:189–205.
14. Lave JR, Men A, Day BT, Wang W, Zhang Y. Employee choice of a high-
deductible health plan across multiple employers. Health Res Educ Trust.
2010;46((1 Pt 1):138–54.
15. World Health Organization. World Health Report 2000: Health Systems:
Improving Performance. Geneva. World Health Organization; 2000.
16. Dror D, Koren R, Ost A, Binnendijk E, Vellakkal S, Danis M. Health
insurance benefit packages prioritized by low income clients in India:
three criteria to estimate effectiveness of choices. Soc Sci Med.
2007;64:884–96.
17. Coast J. Citizens, their agents and health care ratiioning: an
exploratory study using qualitative methods. Health Econ.
2001;10:159–74.
18. Ministry of Health. Estimating Willingness to Pay for Health Care in Ethiopia.
Addis Ababa. Federal Ministry of Health; 2001a.
19. Ministry of Health. Targeting Health Services in Ethiopia: A Proposal for
Improving Fee Waiver and Exemption Ssystems. Addis Ababa. Federal
Ministry of Health; 2003a.
20. Ministry of Health. Ethiopia: 1995/1996 National Health Accounts. Addis
Ababa. Federal Ministry of Health; 2001
21. Ministry of Health. Ethiopia’s Second National Health Accounts, 2004/05.
Addis Ababa. Federal Ministry of Health; 2003
22. Ministry of Health. Ethiopia’s Third National Health Accounts, 2004/05. Addis
Ababa. Federal Ministry of Health; 2006
23. Ministry of Health. Ethiopia’s Fourth National Health Accounts, 2007/2008.
Addis Ababa. Federal Ministry of Health; 2010
24. Ministry of Health. Ethiopia's fifth national health accounts, 2010/2011.
Addis Ababa. Federal Ministry of Health; 2014
25. Ministry of Health. Health Care Financing Strategy. Addis Ababa. Federal
Ministry of Health; 1998.
26. Ministry of Health. Narration of Health Insurance Design Options - Draft
Unpulished. Addis Ababa. Federal Ministry of Health; 2007a.
27. Robson C. Real World Research. Volume 2nd. Oxford: Blackwell; 2009.
28. Huberman AM, Miles MB. The qualitative researcher’s companion. Thousand
Oaks: California, United States of America; 2002.
29. Coast J. The appropriate uses of qualitative methods in health economics.
Health Economics. 1999;8:345-53.
30. Dolan P, Cookson R, Ferguson B. Effect of discussion and deliberation on
the public’s views of priority setting in health care: focus group study. Br
Med J. 1999;318(7188):916–9.
31. Bowie C, Richardson A, Sykes W. Consulting the public about health service
priorities. Br Med J. 1995;311(7013):1155–8.
32. Peabody JW. Economic reform and health sector policy: lessons from
structural adjustment programs. Soc Sci Med. 1996;43(5):823–35.
33. Barnighausen T, Sauerborn R. One hundred and eighteen years of the
German health insurance system: are there any lessons for middle and low
income countries? Soc Sci Med. 2002;54:1559–87.
Obse et al. BMC Health Services Research  (2015) 15:318 Page 10 of 11
34. Augurzky B, Tauchmann H. Less social health insurance, more private
supplementary insurance? empirical evidence from Germany. J Policy
Modelling. 2011;33:470–80.
35. Ministry of Health. Health and health related indicators 2005 E.C (2012/13).
Addis Ababa. Federal Ministry of Health; 2005
36. Carrin G. Social health insurance in developing countries: a countinuing
challenge. Geneva: World Health Organization; 2001.
37. Steffen M. Social health insurance systems: what makes the difference? the
Bismarkian case in France and Germany. J Comparative Policy Analysis.
2010;12(1–2):141–61.
38. Danis M, Biddle AK, Goold SD. Insurance benefit preferenced of the low
income uninsured. Health Policy. 2002;17:125–33.
39. Chakraborty G, Ettenson R, Gaeth G. How consumers choose health
insurance. J Health Care Mark. 1994;14(1):21–33.
40. Normand C, Weber A. Social health insurance: a gudebook for planning.
2nd ed. Bad Homburg: VAS; 2009.
41. Busse R, Schwartz FW. The Philippines’ National Health Insurance Act: a
German perspective. Int J Health Plan Manag. 1997;12:131–48.
42. Danis M, Goold SD, Parise C, Ginsburg M. Enhancing employee capacity to
prioritize health insurance benefits. Health Expect. 2007;10:236–47.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color ﬁgure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Obse et al. BMC Health Services Research  (2015) 15:318 Page 11 of 11
